Background: a 76-year-old man presented with transient loss of consciousness associated with swelling of the neck, bruising in the suprasternal notch and an absent left carotid pulse. Blood pressure was equal in both arms and chest x-ray was normal, but computed tomography of the neck and thorax showed dissection and rupture of the thoracic aorta with extensive intra-mediastinal bleeding. Outcome: surgical intervention was inappropriate in this situation and the patient died within 4 hours of presentation. Conclusion: syncope is a common presentation to hospital in older people and its cause may be difficult to elucidate, particularly if the patient is unable to provide a reliable history. Syncope without pain is a rare presentation of aortic dissection and the occurrence of anterior chest wall bruising has not been described previously. Pulse deficits and abnormal chest x-ray findings are often cited as indicative of aortic dissection but are rare manifestations and their absence should not be used to exclude this diagnosis.
Presentation
A 76-year-old man with a history of Parkinson's disease and Lewy body dementia was admitted to hospital from a nursing home with a history of transient loss of consciousness followed by the appearance of bruising in the suprasternal notch and neck swelling. On admission he had a further brief loss of consciousness lasting for a few seconds and associated with a fall in blood pressure from 154/86 to 88/64; this rapidly resolved with return of his blood pressure to its previous value. Detailed examination revealed blood pressure to be 152/84 in his left arm and 146/88 in his right arm, heart sounds were normal, but there was an absent left carotid pulse with no audible bruits. There were no lateralized neurological deficits. The swelling of the neck and bruising noted on admission were increasing ( Figure 1 ). Chest radiograph and electrocardiogram were normal.
Carotid artery dissection or rupture of a carotid artery aneurysm were considered. Increasing neck swelling led to concerns regarding the patient's ability to maintain his airway. Urgent computed tomography of the neck and upper thorax was requested. This revealed a large mediastinal haematoma, causing some tracheal compression, and bilateral free fluid in the pleural cavities suggestive of haemothoraces ( Figure 2) . Although an intimal tear was not clearly seen, the most likely diagnosis to fit the clinical and radiological picture was rupture of the thoracic aorta following acute dissection. The patient's condition rapidly deteriorated, and he died peacefully within four hours of admission. Permission for post-mortem examination was not given.
Discussion
Aortic dissection presents acutely in two thirds of cases. Men outnumber women approximately 2 : 1 [1, 2] , and pre-existing hypertension is noted in more than threequarters of patients. A review of patients presenting with acute aortic dissection at the Mayo Clinic [2] was performed to aid in their more prompt recognition. Acute onset of severe pain is the most common initial symptom (74%) and most frequently occurs in the chest (anterior or posterior), neck, throat or jaw. Syncope is unusual as a presenting feature. It occurred in the presence of pain in only 11 out of 227 patients assessed (5%), and without pain in only 1 patient. Ten of these 12 patients had haemopericardium and tamponade. Although many series suggest them being present in more than 50% of cases [3] , pulse deficits were rare in the Mayo Clinic group, being present in only 6.5%. Aortic regurgitant murmurs, another commonly quoted sign, were only present in 10%. It is worth noting that, although chest x-rays were reported as abnormal in 88% of cases, in only 9% of reports were aortic dissection considered a possibility. This is in keeping with other studies, which have shown that chest x-ray was not helpful in distinguishing between myocardial infarction and aortic dissection [4] .
What then may help us make this diagnosis swiftly? Computed tomography [5, 6] , magnetic resonance imaging [7] and transoesophageal echocardiography [8, 9] are all validated and sensitive non-invasive procedures capable of confirming the diagnosis in over 90% of cases in the right hands. They are used in preference to the gold standard of aortography because of their speed and ease of use. The most important thing is to maintain a high index of clinical suspicion. If a patient, especially one with a history of hypertension, presents with an acute and severe illness and symptoms or signs suggest that this might be of vascular origin, particularly if they include chest pain, then aortic dissection should be considered and appropriate investigation and management pursued. Treatment is, of course, determined by the condition of the patient, the history and the location of the dissection. Acute dissections (less than 2 weeks of symptoms) originating in the ascending aorta (Stanford type A) are best treated surgically unless the condition of the patient prohibits this [3, 10, 11] . The pre-operative mortality varies between 2-20% depending on the delay to surgery, and operative survival to discharge is between 80-90% [3] . Acute dissections originating in the descending aorta (Stanford type B) are generally treated medically if uncomplicated (outcome being unaltered whether medical or surgical intervention employed [12, 13] ), with control of symptoms and blood pressure (target systolic pressure between 100-120 mmHg), though surgical treatment is indicated in the presence of complications. 90% of distal dissections survive to discharge. Chronic dissections represent a self-selected group that have already survived. Medical treatment is recommended for all in the absence of complications and 90% survive to discharge [3] . Survival rates post-discharge in all groups runs between 75-82% [12, 14, 15] with blood pressure control being the most important factor in prevention of recurrence. In this case rupture of the thoracic aorta had already occurred and conservative treatment was pursued as the most appropriate option in view of the patient's marked frailty and the likely poor prognosis of surgical intervention.
Key points
. Syncope is a common presentation to hospital in older people. . Aortic dissection should be considered if a patient, especially one with a history of hypertension, presents with an acute and severe illness and symptoms or signs suggest that this might be of vascular origin, particularly if they include chest pain. . Aortic dissection is only considered at initial presentation in 15-62% of confirmed cases. It is a post-mortem diagnosis in at least one third. . The commonly sought signs, pulse deficits, aortic regurgitant murmurs, and blood pressure differences are rare. . Chest x-ray, although appropriate, is rarely helpful in the differential diagnosis. . Depending on the expertise available in your hospital, CT, MRI or transoesophageal echocardiography are the most appropriate first line investigations. . The early use of CT, MRI or transoesophageal echocardiography not only permit improved and earlier diagnosis of this condition, but also allow a realistic assessment of the management options, and are necessary if we are to improve on its current prognosis.
